Introduction
Acute lead dislodgment requiring reoperation is a complication that raises the costs of pacemaker implantation surgery while adding to patient discomfort. Migration of a dislodged lead can cause complications such as arrhythmia, pulmonary emboli, and thrombosis of the vein. Once detected, the dislodged lead should be immediately repositioned. 1, 2 This report, for the first time, describes at patient whose atrial lead spontaneously anchored itself in a new functioning position after dislodgment from its initial implantation site.
Case Report
A 39-year-old man with uremia underwent implantation of a permanent pacemaker for symptomatic complete atrioventricular block (AVB) on March 7, 1997. A dual chamber pacemaker Cosmos II, 284-05 (Intermedics Inc., Angleton, TX, USA) was implanted via the left subclavian approach. The ventricular lead (Intermedics model 432-04) was introduced first, followed by insertion of a passive-fixation atrial lead (Intermedics model 430-10). The procedure went smoothly and without any difficulty. The atrial pacing threshold was 1.0 V, pacing impedance was 250 ohms, and P wave amplitude was 1.8 mV. Ventricular pacing threshold was 0.5 V, pacing impedance was 320 ohms, and R wave amplitude could not be detected because the patient was pacemaker dependent. The postprocedure electrocardiogram (ECG) showed normal atrial tracking, ventricular pacing, and the chest X ray performed 1 hour after implantation revealed good positioning of the atrial and ventricular leads (Fig. 1A) . Unfortunately, 4 days after the implantation, atrial lead dislodgment was observed with the loss of atrial pacing and sensing. Chest X ray showed migration of the tip of the atrial lead into the lower right atrium (Fig. 1B) . The patient was asymptomatic and refused to consent to surgical repositioning of the dislodged lead, and therefore, no action was taken except that the pacemaker was immediately programmed to the VVIR pacing mode. Then the patient was discharged in a stable condition.
Five months later, at follow-up clinic, the atrial lead was functioning again. The ECG showed normal atrial tracking, ventricular pacing, and the atrial pacing threshold was 1.0 V, pacing impedance was 388 ohms, and P wave amplitude was 2.0 mV. The pacing and sensing parameters of the ventricular lead remained unchanged as before. A chest X ray taken at that time showed reattachment of the dislodged atrial lead to the lateral wall of the right atrium (Fig. 1C) . The patient has been followed for the past 3 years and the atrial lead position and its pacing and sensing function have remained stable. He is doing well with regular dialysis for uremia.
Discussion
How the dislodged atrial lead could gain a new position is unknown. Body position and the local anatomic and hemodynamic factors might all have contributed to its reattachment. This report is for academic interest only and is not meant to suggest leaving a dislodged lead alone and waiting for its reattachment; this will almost always fail to occur. To minimize the risk of subsequent lead dislodgment, the position of a lead should be carefully assessed during implantation, the lead anchoring sleeve should be properly secured, and active-fixation leads should be chosen for selected patients. In recent years, percutaneous transcatheter repositioning of displaced permanent pacemaker leads has been advocated before consideration of surgical repositioning. The procedure is easy and safe, allowing a reduction of the need for surgical lead revision and the associated morbidity and cost. 3 Also, selection of a single pass VDD pacing system for patients with symptomatic high degree AVB and preserved sinus node function to maintain AV synchrony is an alternative that avoids the problem of atrial lead dislodgment. 
